Background: Pregnant women in Australia seldom seek dental care and are unaware of its importance. To address these gaps the midwifery-initiated oral health dental service (MIOH-DS) program was comprehensive trialled and found effective. The aim of this study was to undertake a process evaluation of the MIOH-DS using the perspectives of pregnant women who participated in the trial. Methods: A qualitative research design was utilized, whereby content analysis was undertaken on data from 11 semistructured interviews with women who participated in the program. Results: All participants were receptive of the MIOH-DS intervention, and found it to be an acceptable intervention that met their needs, and encouraged future positive oral health practices and health-seeking behaviours. They expressed that midwives were an appropriate professional to conduct oral health assessments, education and referrals to affordable dental services. Although some participants were initially apprehensive towards receiving treatment during pregnancy, dental staff members were able to appropriately educate and reassure them during treatment. Conclusions: The MIOH-DS represents a promising and acceptable intervention strategy for pregnant women to promote their oral health. Findings merit further investigation on whether positive outcomes achieved can be sustained when implemented in other national or international settings similar to the study setting.
However, the uptake of dental services by pregnant women in Australia is poor, with a survey of pregnant women in New South Wales showing that less than half had seen a dentist in the last year; almost 20% lower than seen in population data for women in a similar age group. 7 This low uptake is attributed to factors such as the high cost of dental treatment, and a lack of awareness of the importance of oral health in pregnancy, with little information regarding oral health care provided during antenatal health care. 2, 7, 8 In addition, pregnant women commonly have misconceptions regarding the safety of dental treatment during pregnancy, and feel that dentists will not treat them when pregnant. 8 To address this, the study investigators developed Australia's first midwifery initiated oral health-dental service (MIOH-DS) program, which involved a midwifery intervention (pregnant women receiving oral health education, screening and referrals to existing dental services from trained midwives) and a dental intervention (priority dental referral pathway to public dental services irrespective of eligibility criteria). 9 A comprehensive evaluation of the program through a large three arm multicentre trial, involving pregnant women who use private, public and health fund dental services, has shown significant improvement in the uptake of dental services, oral health outcomes, quality of oral health and oral health knowledge among pregnant women who received the MIOH-DS intervention. 10 Following establishment of the programs efficacy there is a potential for this unique model of care to be scaled up and delivered at a state or national level to address the current gap in antenatal care. 11 To inform this process it is important to first undertake scalability assessment of the program through a process evaluation outside the experimental setting. In line with guidelines from the state government, these scalability assessments should explore factors that may contribute to the program's success or failure, particularly in relation to the acceptability, feasibility, costs and workforce requirements of implementing program at scale. 12 Thus, the aim of this study was to undertake a process evaluation of the MIOH-DS program, using the perspectives of the pregnant women who participated in the trial. The perceptions of the midwives and dental staff members involved were also explored and have been presented elsewhere. 13 
METHODS

Study design
This study utilized a constructivist research paradigm to evaluate the effectuality of the MIOH program as constructed by the experiences of those who participated. In order to do this, an exploratory, qualitative study design was followed to explore in depth the perceptions and experiences of the women who participated in the MIOH-DS program, specifically regarding its acceptability, feasibility, scalability and effectiveness.
Participants and recruitment
The target population for this study consisted of women who participated in the MIOH-DS trial during pregnancy. Specifically, this study targeted women who were allocated to receive the complete MIOH-DS program between 2012 and 2015, including the midwifery and dental intervention, rather than those who were in the control or midwifery intervention group only. This enabled the collection of information regarding the entire program, as it would be implemented in the wider community. A total of 54 women from the target population were invited to participate in this study. This was a random sample, stratified by study site and socioeconomic status, as indicated by Socio-Economic Indexes for Areas (SEIFA). Potential participants were invited using information packs distributed to their last known postal address, including a flyer and information sheet detailing the voluntary nature of consent and what participation in the study would involve. Due to the length of time between the trial and data collection for this evaluation, it was anticipated that some of the last known postal addresses may no longer be valid. As a result, if no response was received within 14 days of posting the invitation packs, investigators contacted women on their last known contact number to inform them of the study and invite them to participate. Informed consent was obtained from interested women and a telephone interview was scheduled at a time convenient for them.
Data collection
Semi-structured, one-on-one telephone interviews were conducted to obtain participants' perspectives and experiences of the MIOH program. Prior to commencement of the interviews, participants were provided an overview of the study and prompts were used to ensure they recalled their participation in the MIOH program.
Interviews were approximately 15 min in duration, and were digitally recorded to facilitate analysis. Interviews were conducted by one of three investigators independently (ARV, TPN or JF), using an interview guide to assist in directing the conversation (Appendix 1). Each of these investigators had no prior involvement in the MIOH-DS program, and as a result, did not have any assumptions or presuppositions that would affect data collection. In addition, all were either undergoing, or had completed, training in a health profession, and had experience in conducting interviews. Recruitment and data collection were conducted simultaneously from September 2016 to May 2017, to allow for the investigators to modify research methods in response to emerging findings. Using this process, recruitment was conducted until data saturation was achieved and no new themes emerged from interviews. This resulted in the ceasing of data collection after 11 interviews, as although 12 interviews are considered the standard for qualitative studies, the progressive refining of data collection methodologies allowed data saturation to be reached earlier.
Data analysis
Interview recordings were professionally transcribed and de-identified, with pseudonyms assigned to each participant. Transcribed text was analysed in NVivo version 11 using an inductive content analysis approach, where open codes from each interview were progressively related into one list of main categories and sub categories that depicted the acceptability, effectiveness and feasibility of the MIOH-DS program. This approach was deemed best suited to address the study aims. Two investigators familiar with the interviews (ARV and TPN) independently coded transcripts, and the final thematic structure was formed through consensus.
Ethical considerations
Ethical approval for this study was obtained from the South Western Sydney Local Health District Human Research Ethics Committee (HREC/15/LPOOL/306). Participating in the focus group was voluntary and informed written consent was obtained from all participants.
Rigour
Multiple aspects of the study design helped to ensure rigour of the data specifically targeting the credibility, confirmability, dependability and transferability of findings. Credibility was ensured through the use of a peer-coding process during data analysis.
14 Audio recording the interviews ensured an accurate representation of the participants' perspectives, ensuring the confirmability and dependability of results. Finally, transferability of findings was maximized by using a random sample of all study participants, stratified by study site and socioeconomic status, ensuring a wide range of perspectives was covered.
FINDINGS
A total of 11 women with a mean age of 33.27 (SD 5.217, Range 25-46) were interviewed for this study (73% response rate). Almost three quarters (72.7%) of participants were unemployed, with the remaining participants working in part-time employment. The highest level of education among participants was a diploma, with the majority having attained high school (36.4%) or a TAFE certificate (45.5%) as their highest level of education. Almost two-thirds (63.6%) of subjects were in a married/de facto relationship, with just over a quarter (27.3%) being divorced/separated. Half of subjects had a household income less than $60 000 per year.
Using an inductive approach the findings from the content analysis were categorized into the major categories of: (i) acceptability of the program; (ii) effectiveness of the program and (iii) feasibility of the program. The subcategories identified as part of the analysis are listed in Table 1 .
Acceptability of the program
General perceptions of the MIOH-DS program
Overall, many participants reflected on the positive experiences of their involvement in the MIOH-DS program. Participants commented on having "a good experience. I wouldn't say there was anything negative about it" (PW5), "everything was perfect" (PW3) and "I think that kind of awareness needs to be spread really, because otherwise it goes unattended" (PW5). Some participants identified that the MIOH-DS program was targeting an important issue in addressing oral health during pregnancy, and "was very informative" (PW5). Most participants were satisfied with the timing of the introduction of the program, and one participant also appreciated the attentiveness of the program at "look[ing] at the pregnant women's whole health" (PW4). Another participant commented: "I'm sure there's a lot of people that might have benefited from this" (PW5).
Many participants emphasized the importance of good oral health during pregnancy and identified oral health as a priority when pregnant. Some participants discussed oral health as important during pregnancy because "I feel the teeth just get weaker at that stage, at that time" (PW8), "I couldn't even eat properly when I was pregnant" (PW7). They highlighted "if women aren't up to date with their dental health. . .I think it would be a really great idea to get that check done when you are pregnant" (PW6). Other participants also identified their thoughts on oral health as a priority due to the potential impact on their unborn baby:
It's a very high priority because obviously if you've got problems with your mouth then you're not eating properly. . . that sort of thing could harm the baby (PW4).
I think it's important when women get pregnant to know that obviously oral hygiene plays a major role in having a healthy child. I don't know if a lot of women know that your own oral hygiene plays a big role in it (PW2).
Appropriateness of midwives
The role of the midwife in conducting an oral health assessment, education and referral with the pregnant women as part of the MIOH-DS program was well received by most participants. Most participants commented on the appropriateness of using a midwife to provide oral health education and screening assessments: "she knows exactly what she was doing or saying. . .she's the right person" (PW1).
I think it would be something for the midwife to say, hey listen, obviously it's good to take care of yourself while you're pregnant, stop smoking, stop drinking, blah, blah, but I just want you to know that your dental hygiene is a really big factor in that as well (PW2).
Some participants commented on the assistance of the midwife in providing support, comfort and being someone they could trust: "She made me feel comfortable with her so I wasn't panicking or something so I trusted her for what she was doing" (PW1), "the midwife had already sort of allayed any fears so yeah, actually going to the appointment I felt comfortable in doing so" (PW4) and "They [the midwife] made me feel comfortable about it when I got there because they were saying that they [the dentist] would protect the baby. They would give me protective gear to wear" (PW7).
However, two participants commented that a General Practitioner (GP) or Dentist may be better suited to providing oral health information to pregnant women.
I reckon the GP should tell you more about your [health for teeth] because you see them more (PW7).
I think the midwives obviously have their own things to do and obviously have their own advice on what they need to talk about. I think it's better coming from the dentist (PW2).
Many participants indicated that the midwives were helpful and informative. Feedback included: "Oh yeah, definitely. She knew what she was there for" (PW4) and "Yeah they were helpful" (PW7).
Some participants discussed the usefulness of having a conversation about oral health with the midwife as opposed to being provided brochures or pamphlets.
It was very good that she shared in detail so I understood what she was saying (PW1).
Actually sitting down with the midwife and having a chat about it obviously. Usually you get pamphlets thrown at you and you don't actually have the time to sit down and read them, but to actually have a consultation and sit down and talk about it makes you a little bit more aware, yep (PW3).
Majority of the participants were satisfied with the oral health education provided by midwives and most were happy to receive this education. Some education that was recalled by participants included tips on "things to look out for" (PW6), "She told me I didn't have to actually brush them; just use a tea-towel, like a flannel to wipe them down, if it made me feel sick. . ." (PW3) and "the usual about brushing, flossing and all the rest of it" (PW5). Although not many participants discussed their perceptions on being referred to the dentist by the midwife, one participant shared her experience.
I just told them I had problems with my teeth. They just referred me straight away. I pretty much had everything done. I didn't get everything done on my teeth but the pain that I was feeling with my teeth it was really -it was helpful getting the referral from them to get my teeth done (PW7).
Perceptions of dentists and the dental visit
Many participants highlighted the benefits of having an oral assessment and treatment for some oral health issues that had arisen during pregnancy:
From the explanation they made me understand that it's good for me to go and check which I know was good as well (PW1).
I wanted to take care of that so I didn't have any issues throughout the time that I was pregnant . . . There's only so much you can take for [pain] -yeah, I wanted to get it addressed (PW5).
Anxiety around having a dental visit was frequently reported by participants prior to visiting the dentist for assessment and/or treatment. The group of participants who experienced anxiety or fear was divided as some attributed this to a long-term fear of dental visits and others attributed this to visiting a dentist while pregnant.
While you're pregnant [anything that has] to do with dentist it was scary because I haven't done it before so it just sounded scary, but when I went in there was nothing to be afraid of (PW1).
Just I've always had a little bit of a fear to see the dentist, it wasn't anything to do with the pregnancy or anything like that. That's back to just being uncomfortable going to the dentist, that's all (PW3).
For one participant, apprehension about visiting a dentist while pregnant stemmed from a previous negative encounter:
During my first pregnancy I had gone to see a dentist I think it would have been 22, 24 weeks or something and he was quite aggressive about the fact that I was there and that I shouldn't be there and shouldn't be getting seen to. . . But obviously I needed to be there because I needed -I was having problems with my teeth during the pregnancy. So it was very confusing. . .if I went to local dentists I would just get told I shouldn't be there (PW4).
After the dental visit many participants commented on being accepting of the assessment and feeling comfortable and satisfied with the experience. Participants commented on having "no problems with it whatsoever" (PW2) and "they [the dentist] made me feel comfortable" (PW3).
It was a good thing to have a check-up while I was pregnant. That way I knew what was going on in my mouth, in all my teeth (PW9).
In general, participants provided positive feedback in response to their experience of the dental examination. Some participants expressed an appreciation for the dental assessment: "No one did that before so it was good" (PW1), "no problems at all" (PW4) and described feeling comfortable while being examined:
Yeah, I did have some problems with brushing my teeth, it made me feel sick, so yes it -yeah, I was comfortable but usually I don't feel comfortable about talking about my teeth (PW3).
After the dental examination, some participants were required to have treatment. As participants were pregnant some treatment was re-scheduled until after the child was born:
It was pretty bad. They ended up not doing a procedure because they were saying that it was just too -they needed to give me more anaesthetic -a strong one, because they can't just pull the tooth out. It was a pretty big tooth. They told me to wait until after I had the baby and then come back and get it done (PW7).
When probed about treatment options, one participant stated "a local numbing is fine" (PW2). Some participants identified treatments that they would post-pone until after having their child but these mostly included major surgery or procedures requiring general anaesthesia.
The only thing I would put off obviously is going under. General anaesthetic's alright, but I wouldn't feel comfortable if I had to go under and be asleep for it if that makes sense (PW2).
Effectiveness of the program
Awareness and knowledge
More than half the participants acknowledged that they were unaware of the necessity of seeing a dentist while pregnant. As some participants commented, they were unaware as: "most people would never think of it. I would never have thought of it really" (PW3), "I never thought about doing it while . . .I was pregnant" (PW8) and "a lot of people don't see a dentist or even think about going to see a dentist when they're pregnant" (PW2).
Many participants also shared that they felt they had an increased awareness about oral health as a result of participating in the program:
You don't know something until someone gives you information about it, so I did not know this program ever exists until I was pregnant and I got involved in it. That was the help they gave me (PW1).
It's really good -like now when I -like my cousins or just someone say that they're wanting to get pregnant I'm always like, oh have you checked your teeth man? (PW7).
One participant also shared how participating in the program has changed the way she views oral health in pregnancy:
You should get that checked first before you even try to get pregnant or you're thinking about it. I'm really big on that now (PW7).
These participants were appreciative of the oral health information provided during the program and expressed the usefulness of oral health hygiene education in helping understand the transmission of oral bacteria between mother and child and appropriateness of oral health assessment during pregnancy. One participant also expressed how receiving the oral health education assisted her in looking after herself and her child's oral health.
The bacteria in my mouth, it can actually make them really sick. Yeah, anything -obviously if you don't look after yourself then, yes, you can -it's not good for them to pass on any bad bacteria. (PW3).
. . .it's a really nice idea. It's a really good idea that you guys did that because a lot of women, and particularly myself, had no idea that that was available or that option is available to pregnant women (PW2).
One participant commented that she may have not been able to see the dentist if it was not for the MIOH-DS program, and following the program, she felt the need to visit the dentist more regularly than before.
When I started in the dental hygiene program which we started, you don't realise how many problems may have occurred before you saw the dentist. For me personally, I probably may have not have been in that year, but then once having my son and been through the program I realised okay, I need to go a bit more regularly (PW2).
Impact of access to oral health services
A few participants also commented on the benefit they experienced in being part of the program and having access to oral health services. Prior to having an oral health assessment, some participants discussed not knowing the extent of some of their oral health issues:
I think once you start going and you realise how important it is to have good dental hygiene, you don't realise how many problems you may have until you actually start seeing your dentist (PW2).
Other participants highlighted that having an oral health assessment and treatment helped provide comfort and security regarding the status of their oral health, and also benefitted their general health:
Well, overall -I mean, just the peace of mind really about my dental health. . . like with myfixing up some fillings or something like that. But -and also just peace of mind that I don't have to put up with that. . .I'm not going to be disturbed by any random toothaches (PW3).
It definitely benefited my health. I mean for me I didn't really need a whole bunch of stuff done because I had just had a lot of stuff done, so for me it was a bit of an update. But it was good to go and get the check-up and feel confident that my dental health was all good afterwards. . .
(PW6).
One participant highlighted the benefit of knowing her oral health status and how this impacts the oral health of her baby:
I guess knowing that if I was healthy and I was okay and I didn't have any major issues that it was more likely that there would be less or no issues with my baby because I was healthy and okay (PW6).
Feasibility of the program
Facilitators
As highlighted previously, most participants provided positive feedback regarding their experience in the MIOH-DS program.
As noted by a few participants, a facilitator to participating in the MIOH-DS program was access to the 'no cost' public dental service:
It's also free for you to go in there and get yourself checked (PW1).
Well I would certainly still have a lot of problems with my teeth because there's no way I could have afforded what needed to be done, to get it done privately. So having that public program did sort of take that pressure off (PW4).
Other facilitators that aided participation included location, and attitude of staff members:
It was actually quite good, easy, smooth. . .just the way they handled it. . .their attitudefriendly. Everything was just really good (PW5).
I don't have to travel much to see them [midwife and dentist] (PW8).
A few participants expressed that pre-existing knowledge about the importance of oral health during pregnancy also assisted in ensuring they went to the dentist for their oral health assessment:
I think it's important to do it all year round whether you're pregnant or not. I think it's probably a little bit more important when you're pregnant, but seeing a dentist for me is important all year round (PW2).
I think I was going to around the time seek some assistance in the dental area anyway (PW5).
Barriers
The most commonly identified barrier to participating in the MIOH-DS program was long waiting times to make a telephone appointment and receive treatment. Minor barriers included access to public transport and visiting the dentist for follow-up appointments after their baby was born.
Two participants identified long waiting times for appointments to the dental services. As one participant discloses: "you'd be on the phone for 45 min waiting, waiting, waiting" (PW2), however, once getting through to the service she described she could "reschedule and do whatever you needed. . . once you get past that waiting for 45 min it's super easy" (PW2). The other participant discussed waiting times for treatment on the public health system waiting list after her child was born, however, she hypothesized that this was possibly a result of the program being a research trial than a general issue: I didn't get any work really done until after the baby was born. . . That is probably the biggest drawback is that you go on the general waiting list for the program which obviously means that if you have anything happening at the time that you really need to wait it out sort of thing which I think is only because it was a pilot program rather than it actually being an instigated fully set up program (PW4).
Although location was not directly reported as a barrier by any participant, one participant explained that the location of her dental service may be an issue for other women in the future as it was not close to public transport services:
Possibly the only challenge was the location. So again for me it was okay because I could drive and it was easy for me to get to. I didn't look up whether the dental clinic was close to the station but I don't think it was, so I don't know if it might be challenging if mothers aren't able to drive or don't have their own car and have to get there by public transport, if it would be more difficult for them (PW6).
One participant discussed her barriers to accessing dental appointments as a result of pregnancy complications after her twin babies were born prematurely at 24 weeks. This participant identified external barriers to the program such as spending time at the hospital with her babies impeding her ability to return to the follow-up appointments.
It was hard for me afterwards. I think I didn't finish the program as well because -we had complications afterwards. . . my pregnancy complications. . . So it was just really hard to continue the program because I was meant to go back and get dental work done but I couldn't. I didn't have time to do it. I couldn't really leave -because we were in hospital most of the time as well. I couldn't leave them. . . They [babies] were too little. We weren't allowed to leave the house for the first year with them being premmies [premature] (PW7).
DISCUSSION
The MIOH-DS program focuses on promoting oral health in women during pregnancy. For this evaluation, 11 women were interviewed by telephone. Key aspects of process evaluation are critical to evaluate how the women responded to or perceived the program, whether it would translate effectively in everyday practice, and to identify areas of improvement if it should be scaled up over the wider population. 15 Although the MIOH-DS program was found to improve oral health knowledge, self-rated oral health and oral health parameters during pregnancy, the impact upon birth outcomes was not significant. 10 This could be because the rates of birth complication were low in both groups or simply that the MIOH-DS program is not effective in improving birth outcomes. Nevertheless, the merit of this program remains in promoting oral health in the expectant mother who in turn is likely to influence the oral health of the infant.
The MIOH-DS program represents a world-first as a novel intervention that supports partnership between the women, midwives and dentists. The participants in this evaluation believed the program was important and of benefit to women. Women were also receptive to the health messages relating to the potential effect on birth outcomes demonstrated in some studies, 7, [16] [17] [18] and appreciated the opportunity to obtain such information. The women were engaged in trying to do the best for their future infant during the pregnancy.
The role of midwives in promoting oral health was evident from the transcripts, with most women perceiving that midwives had the authority to deliver health messages relating to oral health even though they were not dentists. As midwives provide the majority of prenatal care for Australian women, the acceptance of this health professional, in a new role, appears to have been achieved. This has also been found in previous work by this team during the development of the intervention. 17 Trusting and feeling comfortable talking to midwives appears to be a key factor. Women emphasized the ability to go beyond a brochure to discuss the information provided and its meaning with midwives. This may suggest that there is a need to provide an interpretation of the information being delivered in brochures, reinforced by one participant who recalled in detail the information obtained during a consultation with the midwife specifically relating to oral health. Nonetheless, some women did report that they believed a general practitioner or dentist is the appropriate professional to deliver this information. Dentists provided further oral health promotion messages when women attended their appointment.
Women also perceived that the ability of the midwife to provide a referral to get their oral health problems managed promptly was very positive. As this referral occurred at a general health check-up for women by the midwife, this further supports the role of the midwives in providing holistic care. 2, 19, 20 Similarly, this referral pathway gave women the confidence to seek treatment, and to diminish misconceptions about the safety of dental treatment during pregnancy, 19 with one women noting that she did have to delay treatment until after the baby was born due to needing a major anaesthetic. Women described experiences with local dentists where they would be refused treatment for any oral health problems, and confirmed the ongoing confusion relating to dentists providing treatment to pregnant women. 8, 17, 21, 22 The misconceptions of dentists in terms of maternal oral health care have been identified in state-wide surveys conducted by this research team. 23 Further qualitative research may be required to understand the reluctance of dentists to provide treatment during pregnancy. In addition, the development and dissemination of National Guidelines on perinatal oral health care with follow-up competency testing could encourage private dentists to be more active in this area, especially if it is part of a professional development activity, championed by the Australian Dental Association.
Dentists in the public dental service provided the oral health treatment with two clinics located in close proximity to the antenatal department. The women undertook an initial examination and basic treatments were provided to ensure an infection free and functional oral cavity. 9 The transcripts convey confidence in the service and satisfaction with the treatment received from dentists. Participants noted that engaging in the program led them to see dentists more regularly and empowered them to address oral health and other issues during pregnancy rather than ignoring them.
The dental service was provided free to women and they commented on the need for a free service due to the high cost of dental services. Without this option they would avoid treatment simply because they could not afford the costs. Difficulties in pregnant women accessing high cost dental services have been reported extensively 2, 17, 19, 24 and this evaluation further supports the view that access to dental treatment at no cost to the woman is urgently needed for this population. In addition, the location of the dental service and its proximity to the antenatal clinic may be an important factor particularly for women who rely on public transport. Two sites in the study had the dental services close to the antenatal clinic and this would provide the most ideal situation as women could attend both antenatal and dental appointments on the same day at one site.
The service provided within the intervention was also perceived by women to be 'smooth, easy' implying that the system of referral and appointment creation and attendance was all appropriate to meet their needs. The additional emphasis, placed on the importance of seeking dental assessment and/or treatment, delivered by midwives, was noted by women as ensuring they attended the clinics. However, participants noted the long waiting times to get the appointment to the service, which was not ideal. As women were prioritized to access the overburdened public dental services, delays were incurred and are likely to continue.
The delay in accessing public dental services in Australia is well documented 25 as the service is restricted to eligible populations who have a health care card. 26 However, the waiting times for pregnant women seem to vary between states. In NSW the waiting period is upto 3 months 27 while in Victoria, where there is a co-payment system, there is no delay and the next available appointment is provided. 28 As a consequence there has been greater interest in the MIOH-DS program in Victoria and the Dental Health Services have established a state-wide training initiative for midwives using the MIOH-DS program. 29 These efforts have shown improved uptake of dental services among pregnant women in Victoria 30 suggesting that bringing the MIOH-DS program to scale is currently more an issue of access and eligibility. These findings highlight the need for all states to prioritize access to dental services for pregnant women which is also a strategy of the National Oral Health Plan. 31 An alternative pathway could be the use of vouchers for accessing private dental services, similar to the system in the United Kingdom which would ease this burden. The potential use of capitation vouchers in the Australian public dental sector was recently recommended by an Australian Government Productivity Commission Inquiry. 32 This policy initiative should also consider the potential of providing vouchers, potentially delivered by midwives for women to access private dental services. This research team is currently undertaking an economic evaluation of the MIOH-DS, which will provide important data relating to costs.
Limitations
The purpose of this study was to obtain qualitative data to evaluate women's perceptions of the MIOH-DS intervention, and as a result, only a small number of women participated. Qualitative research focuses on a specific issue, population and context, and therefore generalizability is not a specifically sought outcome. 33 However, it should be noted that 'analytical generalization' 33 where the findings from this study, could be applicable to a similar sample and context, can be proposed, that is, other women in similar contexts such as Victoria may also find the MIOH-DS program acceptable. In addition, quantitative studies conducted by this research team have reported on the rigorous multicentre randomized clinical trial of a large sample of women, 10 assessing clinical oral health outcomes, which do provide generalizable data of the program. In addition, there was a 2-year period between the time of the MIOH-DS trial and the commencement of data collection for this process evaluation. As a result, there was the potential for women to have inaccuracies in their recollection of the program. In response to this, those conducting data collection ensured adequate prompting was used to ensure women remembered the program and recalled the details accurately.
CONCLUSIONS
The MIOH-DS has been positively received by women who found the program acceptable during antenatal care. The program was also determined to be feasible with the midwives and dentists providing an intervention that met the needs of pregnant women and encouraged future positive oral health promotion behaviours such as attending dentists more regularly. The feasibility of upscaling the program would be greatly improved by providing free access to public dental services for pregnant women.
The location of dental services in close proximity to the antenatal clinic is also recommended. The development of a publicly funded scheme providing oral health vouchers, delivered by midwives within the antenatal clinic, to women, may deliver more prompt access to dental services during pregnancy. Misconceptions of private dentists in treating pregnant women remain a challenge to be addressed. Nevertheless, the MIOH-DS represents a promising intervention strategy for promoting oral health amongst pregnant women that is acceptable and feasible and has the potential for application in other national or international settings similar to the study setting with consideration of the local implementation issues like access to affordable dental services and monitoring of women's and health professionals' experiences.
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